th,
ifare
Jie
rice

Lorgner cannot certily to o death due to natural cavses.

-

USE ONLY BLACK INK OR RIBBON TYPEWR{ITE IF POSSIBLE

liseases in Fort | must be casvally related.

.-

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

3 18Prlm°r7 Registration District N°1 003 ............. Ragistrar's. N:7520

1957

Rogistration District No..

FILED AUG 2 6

29548

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare deceosed lived. If institwiion: Residence before
o. COUNTY o STATE Missouri b CounTy admizsion)
b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limits c. C(I)'LY tnside Limits
TOWNSt' Lo‘uj_s Yesll NoUl TOWN St. LOuiS Yash NoO
FULL NAME OF {If NOT in hospital, give locotion)|Langth of stay in 1b 6 I d | Resi
OSPITAL 0 REET {If outside, give location) oside on Farm
.i stiTurionste Louis City Hospl #1 ,fﬂl/ sooRess 2211 Dickson YesO NoO
3, NAME OF Fira Middle Last 4, DA;E Month Day Year .
DECEASED Q
(Type or print) James E. Hensley oeatn August 8, 1957
5. SEX . R OR RA 7. 8. DATE OF BIRTH 9, AGE (In years | IF UNDER | YEAR YIF UNDER 24 HRS.
\['6. COLOR OR RACE marriep [] wever Marrieo (J ‘ vt birehdan) oo | DT oo
Male White wlwgso-g pivorceo [ 7-13-1880 77 l

‘110a. USUAL OCCUPATION (Give kind of work done

106, KIND OF BUSINESS O INDUSTRY

durwt of working life, even if retired)
13. FATHER'S NAME

11. BIRTHPLACE (City and atate or country) / 12. CITIZEN OF WHAT COUNTRY?

vern] Arkansas U.S.4,

John Crawford Hensley

T3 MOTHER'S MAIDER RAME

Martha C, McCommon

IMMEDIATE CAUSE {a}

Conditions, if any,
which gare rise fo
cbope causze (2).
stating the under-
lying cause lasl.

DUE TO (b} __MM—M
DUE TO (¢} & AMM—MM -

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, 50CIAL SECURITY NO.!I7. INFORMANT . Address
i¥e . or unknown) | (If yes, give war or dater of rervice)
| Yes Eugene J. Drusch,5321 Northland
18. CAUSE OF DEATH [Enter only one cause per line for (o), (b)., and {¢).] INTERVAL BETWEEN
PART | DEATH WAS CAUSED BY: - ONSET AND DEATH

r_:-‘w\

z
=] PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEDWO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{n} 13, V\::;SFS:‘J;%?Y
- !
5 420, 0 | Adwr
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of infury in Part I or Parl 11 of item 18.)
& .0 ~ 0 a-
E" 20c. TIME OF  Hour  Month, Day, Year
5 INJURY  a. m.
E p-m.
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or ahout Aome, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT 0 NOT WHILE ]nrm,fa{:tnrl. atreet, office bidg., ele.)
WORK AT WORK :

7726/ 57

121, 1 atzended the d:

Death occurred at b4

dfrom

.‘a 8 :-LO

m on the date stated above; and to the best of my knowledge, from the causes stared.

and last saw ,’:’“

alive on _MWL

22g. SIGNATURE (Dxegree or title}

. M D,

22c. DATE SIGNED

1515 Lafayette Ave. 8/10/57

7} 22b. ADDRESS

2. BURIAL, CREMATION,
REMOVAL (Specify)

emoval

22, NAME OF CEMETERY OR CREMATORY

Lakewood Park Cemeter

23d. LOCATION (City, towen. or county) {Sta’e)

St. Louis C unty. Mo,

24. FUNERAL DIRECTOR ADDRESS

McLAUGHLIN'S, 2301 Lafayette A.

25, DATE RECD. BY LOCAL REG,

i 257

{Licensed Embalmer's Statement on Reverse Sida}, ﬂ
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- -STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e

byme, or by ... .ol e eaeeeeeeeeeeaaana s

working under my personal supervision..

Student ... ireiiesr i Signed

' : - - Licensed Embalmer No.j
A ’ PRI : . ‘ T P. Q. Addressﬂ.é

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in his OWN H.ANDWRITING
~to- -comply with the above constitutes grounds for revocation of license).
"7 7" H embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I tl'}ls body 1,«5 not embalmed, fact ghou_ld be so stated abqve . ...

- s




